Authors stress the importance of giving information that is perceived as adequate and eliciting and responding to the emotional reaction of each patient. 11, 13, 21 Patients may be more likely to develop psychiatric disorders when they do not receive the information that they want or do not receive sufficient attention to their emotional responses. 11, 21 In the last decade, several authors have published recommendations and guidelines for breaking bad news. 22±34 There is little evidence about the best methods for giving bad news, so most guidelines are based on opinion. 27, 35 The guidelines generally recommend individualized disclosure, i.e., tailoring the interview to the individual patient. 28 Nondisclosure is no longer considered ethical. However, complete disclosure without regard for the patient's readiness for the information is also inappropriate. Patients differ in their reactions to being given bad news and in their needs during this emotional time. Buckman 22 developed a 6-step protocol including the following: 1) giving the news in person, in private, with enough time and without interruptions; 2) finding out what the patient knows about the diagnosis; 3) finding out what the patient wants to know; 4) sharing the information, which includes giving a warning shot and then a small amount of information in simple language at a pace the patient can handle, with a caring and honest attitude; Buckman includes eliciting and listening to the patient's fears and concerns in this fourth step; 5) responding to the patient's feelings, which includes identifying, acknowledging, and validating his or her reaction; 6) planning and follow-through, which includes planning the next steps, summarizing what has been said, identifying sources of support, and making an early follow-up appointment.
There are relatively few data on how physicians actually give bad news. Ford et al. 36 42 analyzed videotapes of general internal medicine residents giving the diagnosis of lung cancer to simulated patients. They found a mean rating of 3.42 on informative items out of a possible 5 and a mean rating of 3.45 on affective items out of a possible 5. They found that the residents had the most difficulty in eliciting the patients' perceptions of the problem before giving bad news, exploring whether the patient wanted to receive the news, and eliciting the patient's emotional reaction to the news.
The purpose of the current study was to survey practicing internal medicine physicians in the United States on their self-reported practices in giving bad news. We also collected data on demographic factors and prior training in communication skills or personal experience with illness that could impact how these physicians give bad news.
METHODS
We conducted a cross-sectional mail survey of 1,000 randomly selected practicing internists in the United States, identified through the American Medical Association (AMA) master file, a comprehensive list of U.S. physicians, not limited to AMA members. Students, residents, and non-practicing physicians were excluded. To test the hypothesis that there is a difference in how specialists and general internists deliver bad news, the study, which was approved by the Institutional Review Board of Christiana Care Health System, included 500 general internists and 500 medical subspecialists.
Each physician received an anonymous questionnaire along with a $5 incentive. A second questionnaire was mailed to all nonresponders. All responses received before June 1, 2000 were included in the analysis.
The survey presented a hypothetical patient with metastatic carcinoma of the liver and lungs with an unknown primary. Items in the survey were developed from a study 28 that used a consensus panel consisting of 28 medical oncologists, general practitioners, surgeons, nurses, social workers, clergy, and human rights representatives, along with 100 patients diagnosed with cancer within the previous 6 to 12 months. Items recommended by the panel and indicated as essential or desirable by more than 70% of the patients were included. Eleven questions ascertained information about how internists give bad news and the emotional support that they provide to patients and their families. These questions included providing support to the family when giving bad news, finding out how much the patient wants to know, avoiding the use of specific statistics on survival, touching the patient on the hand or arm while giving bad news, giving an indication that things are serious before giving the details about the bad news (``warning shot''), conveying some kind of hope to the patient, avoiding giving the patient a specific amount of time that he/she will live, inquiring about the patient's worries, fears and concerns, starting the process of giving the bad news by first assessing the patient's understanding of his/her condition, encouraging the patient to express his/her feelings, and avoiding telling the patient that``everything will be all right'' when conveying bad news. 22, 28, 33 These items are referred to in this paper as emotionally supportive items. Nine questions addressed the physical and social aspects of giving bad news in the office setting. These questions included ensuring that the bad news is given in a private setting, picking a time for giving bad news that is convenient for the patient and his/her family, sitting in a chair next to the patient (rather than behind a desk) when giving bad news, avoidance of a white lab coat when giving bad news (this item was included on the basis of suggestions during pretesting), referral to a cancer support group, ensuring that a support person is present when giving bad news, asking the receptionist to hold all phone calls when giving bad news, turning off the beeper or having someone hold it when giving bad news, and the avoidance of giving bad news by telephone. 22, 23, 28, 33 These items are referred to in this paper as environmentally supportive items.
Respondents were asked to indicate how often they would perform each behavior, based on a 4-point Likert-type scale (always, frequently, rarely, never). Items were framed so that a mix of positive and negative responses were deemed optimal (Appendix A). Demographic questions about the respondents were also included. The survey was pretested for face and content validity among 25 practicing physicians at Christiana Care Health System. Respondents in the pretest completed the questionnaire, and were then questioned about their understanding of each of the items on the survey instrument.
Data were entered for analysis manually by 2 individuals. In a cross-check of 30% of the entered data, no errors were detected. The effects of the demographic data on the number of activities indicated as being performed by respondent physicians always or frequently for each of 2 broad aspects of giving bad news (emotionally supportive items and environmentally supportive items) were analyzed by analysis of variance. Demographic variables included age, gender, marital status, life-threatening illness in the respondent, life-threatening illness in a spouse, year of medical school graduation, prior training in giving bad news, location and type of practice, percent of time seeing patients, specialty/subspecialty, and percent of practice in primary care. Demographic variables demonstrating a significant association (P < .05) with the outcome in a univariable regression model were entered into multivariable models. The dependent variables in these models were the number of emotionally supportive items that the respondents reported as doing always or frequently and the number of environmentally supportive items that the respondents reported as doing always or frequently.
RESULTS
Of the 1,000 questionnaires, 26 were returned undelivered, and 13 physicians had retired from practice. Of the 961 internists who were eligible and received surveys, 461 (48%) returned questionnaires. Respondents' demographic and professional characteristics are shown in Table 1 . The responding physicians had an average age of 50 years and were largely male, white, and married. While a majority of respondents (63%) had experienced a lifethreatening illness in a spouse or loved one, only 17% had personally experienced such an illness. The practices of most respondents were in urban or suburban settings, and most were in private practices; general internists and subspecialists were equally represented. Physicians spent an average of 84% of their time seeing patients, with 65% of the time spent in primary care. As expected, there was a significant difference between generalists and subspecialists, with generalists spending 94% 16% of their time in primary care, while subspecialists spent 35% 37% of their time in primary care (P < .001). Responses by physicians in different subspecialties and general internists were not significantly different (although numbers in each subspecialty were small), and therefore the results are pooled for the entire respondent group. Only 25% of the respondents had received any type of training in how to give bad news to patients.
Most of the physicians who responded to the survey indicated that they always or frequently provided 10 of the 11 emotionally supportive items to the patient and the family at the time that bad news was communicated (Fig. 1) . However only 16% of physicians always or frequently avoided giving specific statistics of survival to patients.
Fewer physicians attended to the environmentally supportive items involved in giving bad news to patients (Fig. 2) . A minority of respondents always or frequently avoided wearing white lab coats (34%), turned off their beepers (35%), and referred the patients to support groups when giving bad news (38%). The average amount of time spent giving bad news was 27 12 minutes.
Several demographic features of the respondents were associated with the number of emotionally supportive items performed always or frequently as determined by multiple linear regression analysis (Table 2 ). Age >50 (P = .013) and a personal experience with a life threatening illness (P = .007) were both associated with an increased number of emotionally supportive items being done always or frequently. Being married (P = .015) was negatively associated with these factors being performed. Female physicians who responded were significantly more likely than were male physicians to provide emotionally supportive items to patients and their families (P = .002) and to spend more time with patients when giving bad news (31 14 minutes for female physicians, 26 11 minutes for male physicians; P = .001). Training in giving bad news was associated with an increased frequency in providing emotionally supportive items (P = .026). There was no difference seen between generalists and subspecialists.
The only demographic factor associated with the frequency of engaging in recommended environmentally supportive items in giving bad news as determined by multiple linear regression analysis was the type of practice of the respondents. Physicians who engaged in private practice were significantly more likely to provide environmentally supportive items for the benefit of the patient than were physicians who did not engage in private practice (P = .031). No other demographic variables were Percent adds up to more than 100 because of multiple choices.
associated with these factors, and previous training in how to give bad news to patients had no effect.
DISCUSSION
A number of authors 28, 32, 33 have suggested ways in which physicians can more empathically inform patients and their families about bad news. In this study, respondents stated that they always or frequently used most of these emotionally supportive items when informing patients of a life-threatening illness such as metastatic cancer. However, when discussing prognosis, many physicians in this study indicated that they usually give specific statistics about likelihood of survival to patients, and a large percentage of respondents stated that they informed patients of a specific predicted length of life. Most guidelines have suggested that patients be given a range of time of survival and averages in terms of prognosis, rather than specific times of survival and statistics. 28 It is impossible to know the exact time of survival of any given patient. Statistics refer to populations, whereas the individual patient may fall above or below the mean in terms of their survival. Before giving information about prognosis, it is also important to know the question that is being asked by the patient. In one study 43 of 32 patients recently diagnosed with cancer, only 1 participant requested a specific life expectancy, and initially regretted having asked for the information. When information is given about prognosis, it is important to tailor that information to the needs and desires of the patient (individualized disclosure). Thus, although many of the emotionally supportive items of giving bad news are attended to by internists in this study, there is a need for changes in how prognosis is conveyed to patients. Although a majority of respondents in this study did ensure that no phone calls would interrupt the meeting with a patient when giving bad news, only a small percentage indicated that they routinely turned off or handed off their beepers. Thus, interruptions may be occurring when these physicians give bad news to patients. A consensus panel of clinicians and patients recently diagnosed with cancer indicated that avoiding interruptions when informing patients about bad news was important, 28 and some authors suggest turning off beepers or giving them to a colleague to hold. 23 There is no consensus on wearing white coats while giving bad news, so it is not surprising that a majority of participants in this study did not avoid wearing them. Perhaps most surprisingly, a majority of the responding physicians did not routinely refer patients to support groups when informing them of bad news such as a lifethreatening illness. Referral to support groups has been advocated by some authors. 28 Studies 12, 18 suggest that patients who experience supportive physician interaction cope in a more effective manner with terminal illnesses. Support from peers with a similar disease state could also increase patient adjustment and decrease anxiety. In one study 44 on parents who were informed of their newborn child's cleft lip and/or palate, it was demonstrated that 67% of those surveyed strongly desired to have such support. In another study, 45 supportive-expressive group therapy was found to increase the quality of life in metastatic breast cancer patients by improving mood and decreasing the perception of pain. Therefore, there is information about the benefits and availability of support groups that should be disseminated to physicians. Several demographic features of the responding group of physicians in this study were associated with an increased attendance to the emotionally supportive and/ or environmentally supportive items of informing patients about bad news. It is not surprising that respondents who had personally experienced a life-threatening illness were more attentive to the emotionally supportive needs of their patients. Several authors 46±48 have written of their own personal experiences with illness and how it changed the way in which they communicated with patients. Similarly, one might expect that as physicians age they would consider such emotionally supportive items more prominently in their dealings with patients. In fact, the respondents in this study who were over the age of 50 years were more likely to have reported performing emotionally supportive items of giving bad news than were younger physicians.
Female physicians who responded to this survey spent more time than their male counterparts when informing patients about bad news, and engaged in more emotionally supportive items than did male respondents. One might question whether female physicians are inherently more nurturing, or if their training and previous experiences have allowed them to be more attentive to patients' emotional needs. Further work in this area is warranted.
Those respondents who indicated that they had received some type of previous training in communicating bad news were more likely to attend to the emotionally supportive aspects of informing patients about a lifethreatening illness than were respondents without such prior training. However, only 25% of respondents had received any type of education in this area. Studies 42 have demonstrated that residents generally lack the necessary competence in delivering bad news to patients. Training can make a significant difference in how bad news is communicated to patients, as demonstrated by Baile et al. 49 in their study of practicing oncologists and by Fallowfield et al. 50 in a study in the United Kingdom.
This study has some limitations. The data are self reports by physicians; no attempts were made to assess the actual behaviors by general internists, subspecialist internists, or other types of physicians in giving bad news to patients. Thus, respondents may have reported that they engaged in such behaviors more than they actually did, and may have not performed some of the behaviors in a competent fashion. These possibilities only serve to emphasize the need for more educational interventions for physicians in this important area of communication.
Second, the low response rate may introduce the possibility of nonrespondent bias. However, the age, gender, and specialty distribution of the respondents in this survey is similar to that of practicing physicians in the United States in 1997±1998. 51 One would suspect that the nonrespondents were those physicians who again were either not engaging in the communication of bad news to patients, or who were not interested in the topic, even though they did deliver bad news to patients. If the latter was the case, it would more strongly point out the need for greater physician awareness of the importance of giving bad news in an appropriate fashion. Third, the hypothetical case used in the survey was that of a patient diagnosed with metastatic carcinoma. The survey did not vary the type of bad news communicated to the hypothetical patient. How physicians communicate bad news may be dependent upon the clinical situation and their familiarity with the medical condition.
Finally, this study did not attempt to assess patients' opinions about how bad news is communicated or whether the specific guidelines impact on patient satisfaction or on outcomes. Areas for further study include objective assessments by patients or physician educators on how physicians give bad news; whether the published guidelines on giving bad news reflect patients' expressed needs and desires; and whether conveying bad news according to current guidelines impacts on patient satisfaction and clinical outcomes.
In summary, internal medicine physicians report that they do generally recognize and perform many items as recommended in the literature in giving bad news to patients. However, many internal medicine physicians report that they do not convey prognosis as recommended by some authors, and only a minority would refer patients to support groups. Educational efforts for physicians in giving bad news should include discussing prognosis with patients. Additionally, physicians should be made aware of the availability and possible benefit of support groups for patients. These results can help guide both undergraduate and postgraduate medical education curriculum development. 
